The full-text may be used and/or reproduced, and given to third parties in any format or medium, without prior permission or charge, for personal research or study, educational, or not-for-prot purposes provided that:
Introduction
Christian theology teaches the goodness of the material world, a goodness that was declared in creation, vindicated in the resurrection, and will be fulfilled in the world's redemption. The material world includes the human body, and acceptance of the body as the gift of a good Creator, as something neither to be worshipped nor to be escaped, lies at the heart of Christian thinking about the practice of medicine. It has also grounded a critique of those technological modes of thought characteristic of the modern world that explicitly or implicitly suggest the desirability of disembodiment and celebrate the freedom of the self to live unencumbered by the fatedness of gross matter.
The critique of the technological mind-set is extremely attractive, and has rightly received much attention.
1 Nevertheless in its outworking in relation to modern medicine, it runs certain dangers, particularly when it treats of certain experiences, standardly treated as psychiatric disorders, in which people find themselves in some sense alienated from and in conflict with their bodies. The most obvious example of this is the experience of transsexualism, where a person finds himself or herself feeling at odds with his or her anatomical sex. The affirmation of the goodness of the body might suggest that the clinical response must be psychotherapeutic in nature, and must eschew sexual reassignment surgery. 2 Yet the case may not be so straightforward. I will explore this, not through a study of transsexualism, which involves broader questions of sexuality and gender, but through the much more unusual situation in which individuals desire the amputation of a healthy body part. By considering the appropriateness of a surgical remedy for psychological distress in this situation, we may be able 2 to shed some light on the proper role of medicine in a world which, though fallen, remains good.
The making of a new diagnostic category
Some years ago Robert Smith, a consultant surgeon at the Falkirk and District Royal Infirmary in Scotland, defied received medical wisdom by performing an above-knee amputation of the perfectly healthy leg of a man who was evidently in great psychological distress and who was convinced that he would continue in this state until his leg was removed. A couple of years later Smith carried out a similar operation on a second person, but in response to hostile newspaper reports was subsequently prevented by his NHS hospital's ethics committee from performing a third. 3 He reported that the patients on whom he had operated apparently felt 'incomplete' with four limbs, but believed that they would feel 'complete' if a limb was surgically removed. The results of the operations appear to have been remarkable: in both cases minimal post-operative analgesia was required, and the patients, whose lives and careers had previously been blighted by frequent depressive episodes, found themselves transformed and without any subsequent need for psychiatric treatment. 4 The numbers of people who are gripped by the desire for the kind of radical surgery undertaken by Smith are exceptionally small, unsurprisingly, and until the advent of the internet were largely invisible to each other, to the medical world, and perhaps, in a sense, to themselves.
Nevertheless there is now enough evidence to suggest a number of commonalities amongst them. 5 The most commonly desired impairment is amputation, of one or more arms, legs, fingers or toes, though some wish to be blind, others to be paraplegic, others to wear plaster casts or orthopaedic braces. Many have lived with these desires since childhood, and for some the experience is related to an early memory of seeing an amputee or a person using crutches or the like. Those in this situation will often go to exceptional lengths to fulfil their desires, not only pretending to be disabled through the use of wheelchairs or opaque contact lenses or plaster casts, but in some cases endangering their own lives in a bid to be free of unwanted limbs. To take one example, the manager of an ice works was found by the police early one morning with 3 his legs crushed by an Archimedean screw, but holding a walking stick which he 'happened' to have with him and with which he had switched off the machinery. Both his legs were amputated, and he returned to work a mere three weeks later, using a wheelchair and apparently a happy man. Others are reported as having resorted to immersing their legs in dry ice, using chain saws on themselves, laying their legs on railway lines, shooting themselves in the leg, refusing treatment to reattach limbs, and so on. 6 Just as intense as the psychological suffering can be from the unresolved tension of feeling incomplete ('Can one's head explode from BIID pain?') 7 , so can the relief and lack of regret after having had an amputation similarly be profoundly felt.
There are several reports of complete resolution by surgery; 8 and there is some evidence that this is not regretted into old age -witness the statement of one 76-year old woman who had had a leg amputated at the age of 23: 'living with an amputation is nothing compared with a lifetime of mental torment.'
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This phenomenon was first brought to the attention of modern medicine by the psychologist John Money in 1977, 10 although evidence of someone wanting to have his leg amputated has been unearthed from the late eighteenth century. 11 On the basis of two case histories Money, who was primarily a sexologist, deduced a connection between a desire to have one's leg amputated and an erotic attraction towards amputees. The former he named 'apotemnophilia' (literally, 'love of amputation'), intending with this designation to categorize it as a paraphilia, an erotic obsession with becoming an amputee. As it happens, while Money was right to note the connections between amputation and sexual arousal for many of those affected, later work surveying larger numbers has suggested that the erotic aspect is not universal, and that even for those for whom it is present, in only a minority of cases is it the predominant motivation for seeking amputation.
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Other psychologists, noting that it is typically first experienced in childhood and that 4 some sufferers report the coldness and asexuality of their upbringing, have suggested that it might be a form of attention-seeking, deriving from a desire to receive the sympathy in their identity as disabled that was lacking to them in their early years. But these have not been found widely persuasive, partly because the desire to be impaired appears in many cases to be extremely stable and largely recalcitrant to any kind of psychotherapeutic intervention, but also because people typically keep these desires secret and will frequently spend many years at home pretending in the desired body shape long before venturing out into the open. Others still have tried to understand it as a body dysmorphic disorder, a preoccupation with a particular bodily feature such as the nose, hair or skin which the person perceives as being ugly or unattractive and which causes distress or loss of self-esteem of a magnitude sufficient to demand clinical attention. But again the disparallels are substantial, amongst them that those desiring amputations rarely see the body part as ugly, and are motivated not by the desire to be more socially acceptable or attractive but by the felt need to be more personally complete or authentic.
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The seeming failure of psychological explanations and the typical absence of other psychiatric symptoms (apart from depression, which is very likely better understood as a consequence of these experiences than a cause of them) has prompted a drift towards a neurological account. On this view the disjunction between the body and the experienced body image is the result of physical damage to the part of the cerebral cortex which correlates to the conscious representation in one's mind of the shape of one's body. This part of the brain is situated in the right hemisphere, which would make some sense of the observation that there is a disproportionate desire for amputations on the left side of the body. The desire for amputation would be the inverse of the phenomenon of the phantom limb, where a person experiences a missing or severed limb as somehow still present. On this account it is taken to be the result of a developmental neurological anomaly, which creates an internal mismatch and a consequent acute sense of inner tension that requires resolution, one that is felt to be most easily addressed through removal of the affected limb.
14 There may well of course be multiple aetiologies of broadly the same set of symptoms, and it may be that an approach which integrates neurological and psychological perspectives will finally prove to be more plausible. Identity Disorder, including discomfort with the anatomical identity, the frequency of roleplaying in the desired identity, and the success of surgery as a treatment in many cases, he suggests that it be designated Body Integrity Identity Disorder.
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The name has many attractions. In contrast with apotemnophilia, it suggests that it is not universally or primarily experienced as related to sexual desire. In contrast with amputee identity disorder, it indicates that amputation is not the only kind of desired impairment. 16 As an 'identity disorder', it at least clarifies that it is not a psychosis and is not ordinarily accompanied by other psychiatric signs or symptoms. Yet it also carries its own problems. By being discussed and Childress to argue a case against surgery for BIID. 18 On her interpretation of their principles, the principle of nonmaleficence allows an amputation to be carried out only if it is medically indicated, which is prima facie unlikely since amputation is permanent and is in response to no unambiguous medical need; the principle of beneficence requires that the benefit of the treatment outweighs the harm, but here she finds the alleged examples of patients who have benefited too few in number to be a reliable basis for surgical intervention (though she grants that this might be justified under the principle of beneficence in order to prevent potentially lethal attempts at self-mutilation); and the principle of justice would prevent public funding of elective amputations on the grounds of the costs of treatment, of lost income and tax, and the consequent financial implications for health and welfare provision.
These are all relevant considerations which would have to be taken into account in an overall assessment of the ethics of elective surgery for a person with BIID. However it is the question of whether BIID patients have autonomy which has excited most attention. Müller herself argues that they do not on the grounds that they lack substantial autonomy. Just as we would not accede to the demand for removal of the leg of a schizophrenic patient who was under the delusion that he was acting on the instruction of visiting aliens, so '[i]n all cases of BIID that have been investigated by psychiatrists, the diagnosis states that the amputation is obsessive or results from a monothematic delusion, comparable to anorexia, Capgras syndrome, or anankastic counting'. 19 However her argument is not wholly persuasive. Of course each case must be considered individually, as in all assessments of capacity, and in every case the possibility of delusional or other psychiatric grounds for lack of capacity must be acknowledged. But the lack of correlation of BIID with other psychiatric disorders also needs to be noted. 20 people have an obligation to make rational choices, but those who disagree with them should seek to argue with them and encourage them to make more rational choices, rather than impose decisions on them. Thus, 'whether an individual's decision is ultimately respected (by doctors, family and friends) turns on whether that individual is competent or incompetent, not on whether the decision is rational or irrational'. 23 There are constraints on whether an individual's wishes should be finally decisive, but these centre on distributive justice, harm to others, and in some circumstances the public interest, not on whether others regard their choices as rational or desirable.
The moral theological discussion: the goodness of the body
Savulescu's argument represents a liberal autonomism of a particularly pure variety, and is one that is found widely attractive in contemporary bioethics. While others may calibrate the balancing considerations slightly differently from him (interpreting harm to others or the requirements of justice in more exacting ways, for example), the principle of respect for autonomy is pivotal -and indeed is becoming increasingly pre-eminent in many interpretations of bioethical principlism.
Yet the appeal to autonomy as the central axis of an ethic of body modification faces a 8 fundamental problem. In relation to body integrity identity disorder, it ironically is unable to make intelligible any conception of the integrity of the body. Whether the idea of autonomy is interpreted by reference to the clinically-determined possession of capacity or in terms of one or another philosophical account of rational self-direction, it does not possess of itself the resources to enable an exploration of the question whether the body has any intrinsic intelligibility, and if so, what the moral implications of that might be. As a consequence, because of the final refusal of any constraints outside of the choosing will, constraints which this mode of thought can only construe as paternalism, the danger is constantly courted of degeneration towards a narcissistic or consumerist attitude towards the body. The body, instead of being in some sense integral with the self, is prone to becoming externalised, alienated and mobilised to serve the projects of the self. Such an understanding is incapable of capturing any sense of the goodness of the body beyond that which we contingently decide to award to it.
By contrast, in the Christian tradition the goodness of the body is declared to belong to its participation in the created order, a participation which entails that the body may never be volatilised into mere formless extension. Creation, as Oliver O'Donovan puts it, must be understood 'not merely as the raw material out of which the world as we know it is composed, but as the order and coherence in which it is composed'. 24 Creation has form and is in-formed: it has an intrinsic intelligibility that is in principle capable of being recognized and is not merely a projection of the active, knowing self. Creation is the gift of a good God to which human beings belong, which they are to love, and in which they are to live: the good is to be found in and through creation and its fulfilment, not in escape from it or denial of it. For O'Donovan this licences a recovery of the notion of the 'natural', which can to some extent be discerned without resort to revelation: according to this, there is point to saying that it is natural for children to be brought up by human beings and not by chimpanzees, and natural for babies to be born by natural birth rather than by Caesarean section, and natural for people to prefer pleasure to pain, health to disease, or life to death.
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This does not imply any quick or crude naturalistic ethics, nor any blithe or unhermeneutical assumptions about the body's legibility, but rather that human beings are called to recognize that the body is in-formed, and are to seek to bear witness to that in-forming in their actions and dispositions. Thus in relation to medicine, however we finally decide to intervene or operate on our bodies, we may never treat them as so much matter, mere ingredients out of which we may form whatever strange devices might emerge from our fevered imaginations. We may not distance ourselves from them in such a way that we are freed to exercise an unfettered dominium over them that pays no attention to their formed nature, but rather we are to nourish and cherish them (Eph. 5.29).
Nor does this care for our bodies or recognition of the good that they express preclude any intervention at all in them. The invocation of the category of the natural may not be taken to be a means of short-circuiting the task of moral discernment. That we may properly talk of natural birth by contrast with Caesarean sections does not imply that Caesareans are never medically appropriate. The pangs of childbirth have been greatly increased because of the first sin (Gen. 3.16), and at times they may increase to the point at which surgical delivery is medically justified. The practice of medicine (and within that, of surgery) is precisely one of the ways in which we exercise responsibility towards our bodies in a world that is still groaning for its A limb is part of the whole body and it therefore exists for the sake of that whole, as the imperfect for the sake of the perfect. The individual limb must therefore be dealt with in the way the benefit of the whole demands.
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According to this principle, which was subsequently termed the 'principle of totality', if a particular part of the body is detrimental to the good of the whole body, then it may be removed for the sake of the body as a whole. And conversely, 'if a limb is healthy and working in accord with its natural function, it cannot be removed without detriment to the whole body'. 27 Applied in the penal context, Aquinas argues that this implies that just a person may be deprived of their life for major crimes, so they may be deprived of a limb for lesser crimes, since the whole human being is ordained to the whole community of which they are a part. Applied in the case of the ascetic, it implies that self-castration can never be justified, since the sin which self-castration is intended to guard against is grounded in the exercise of the will, and spiritual wellbeing can be In response to new circumstances since his time, there has inevitably been evolution in the tradition of moral theological reflection on the subject, and we need to investigate this to see whether it might illuminate the problem of surgical intervention in BIID cases. One major period when close attention was paid to the topic was during the middle decades of the twentieth century when novel questions were raised by techniques of organ transplantation. Much of the discussion was given over to establishing the validity of mutilation of a person for the good of a neighbour. Such operations might be needed, not only in minor cases such as would be required in the course of blood transfusion, medical experimentation, and the like, but were also used to argue for organ transplantations, so long as they were not disproportionately burdensome to the 11 donor. These could not be justified by appeal to the principle of totality, it was persuasively argued in an influential article by Gerald Kelly, SJ, since this was a principle of subordination of part to the whole which could only be justified in relation to the physical body: it could not be applied to the body politic -evidently departing at this point from Thomas, who had justified the death penalty on this basis, as we have just seen -nor to the Mystical Body of Christ. Instead organ transplantation should be allowed as an exceptional case under the law of charity for the benefit of the neighbour.
29
Mutilation of the body for the sake of the neighbour is not the salient issue in relation to BIID, but in the course of his discussion Kelly comments on a number of principles and cases which had been discussed by the manualists and which are of greater relevance to our concerns.
30
I will comment on a number of these under five points.
First, the general principle of totality is that mutilation of the body for one's own good is permitted 'when it is proportionately necessary or useful for the good of the whole (i.e. the person)'. 31 Kelly's gloss on 'the whole' as 'the person' might be taken here to affirm that mutilations can be performed for the sake of the whole individual, body and soul, which would of course be central to a discussion of surgery for BIID. That is, if amputation of a limb were being undertaken for the good of the whole person, rather than just as a physical response to a clearly physical malady, it might then be justified under this principle. However, given the context of Kelly's general polemic against justifying organ transplantation by reference to the principle of totality, it may be safer to infer that 'person' here is being contrasted with 'social whole' rather than with 'physical body'.
Second, following on some teaching of Pius XII that mutilations are permissible in order to avoid serious and lasting damage, Kelly infers that purely prophylactic surgical removals might . 30 It should be noted that my use of Kelly in the present context is intended as a way of accessing some of the moral discriminations discussed in the tradition that might illuminate the case of BIID through providing relevant analogies. In doing so, I do wish to affirm the continuing significance of casuistry for moral theology, but do not thereby mean to endorse in detail Kelly's method or conclusions, nor to take sides in the controversies of midtwentieth century Roman Catholic moral theology. 31 Kelly, 'The Morality of Mutilation', 331.
example of amputation of a healthy body part, it is clear that he envisages unambiguously medical indications as justifying it: the self-report of the BIID sufferer, even when taken with their evident distress, would not obviously provide the same quality of evidential warrant.
A particular case, third, which involves amputating a healthy limb but does not assume a medical context or the exercise of clinical judgement, is the probably fictive example discussed by the manualists of the tyrant who offers to an unfortunate individual the choice either to cut off his own hand or to be put to death. 32 Kelly affirms the broad consensus of the tradition that amputation in this context would be justified, suggesting also that this shows that it is at least 'solidly probable, if not certain' that there need be no intrinsic connection between the mutilation and the saving of one's life; that is, the necessity which connects electing to lose a limb with saving one's life need not be the medical need of the physical body, but could be external (in this case, the will of the tyrant). While this may bring us a little closer to BIID, however, the difference still remains that in the one case we have the implacable will of the tyrant, a necessity external to the person whose limb will be severed, in the other we have an individual's psychological condition which is likely to struggle to generate the same degree of necessity as a gangrenous or necrotizing leg on the one hand or a pitiless despot on the other.
More relevant still, fourth, might be the case of castration for abnormal sexual urges.
33
While this is similar to the situation discussed by Aquinas, the presentation in Kelly is secularized and medicalized, and refers not to self-sacrificial mutilation in the pursuit of spiritual goods, but to psychiatrically-assessed sexual disorder. Clearly his response here would be of great interest for our concerns; but unfortunately he does not stoop to pronounce explicitly on the principle, no doubt because of its connection with sterilization, and resorts instead to the observation that doctors are unconvinced of the effectiveness of the resort to anatomical castration.
Fifth, of all the cases Kelly considers, that which parallels the situation raised by BIID most closely is lobotomy, a surgical intervention for severe psychiatric conditions that became popular in the mid-twentieth century in preference to even more extreme procedures, and remained widely used, if of course controversial, until the arrival of modern antipsychotic drugs.
Kelly quotes with approval an instruction to Catholic hospitals:
Lobotomy and similar operations are morally justifiable when medically indicated as the proper treatment of serious mental illness or intractable pain. In each case the welfare of the patient himself, considered as a person, must be the determining factor. These operations are not justifiable when less extreme remedies are reasonably available or in cases where the probability of harm to the patient outweighs the hope of benefit to him. 
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Here we do finally have a situation in which casuistry addresses and approves a surgical remedy for psychological distress. Shrewdly Kelly recognized that medical progress might soon make lobotomies more or less obsolete, and that the technique was anyway questionable, but the affirmation in principle is clear.
Surgical interventions for psychiatric disorders
Is this the analogy with BIID which we are after? The parallels are clear. There is a clear surgical intervention intended as a treatment for a psychiatric problem, which does not take the form of an amputation, to be sure, but does equally have major, irreversible consequences for the patient. In both cases surgery may only be performed after a full psychiatric assessment. In both cases surgery should be undertaken only as a last resort, if there are no lesser therapies available, and if the probability of harm should not be greater than the hope of success. If there is a difference it is that some of the conditions for which lobotomies were performed are more serious than BIID: schizophrenias and other psychotic and delusional disorders are typically considerably more debilitating and detrimental to everyday functioning. Yet even here the differences should not be exaggerated: on the one hand BIID is also very frequently accompanied by depression serious enough to give rise to suicidal thoughts, and in many cases leads people to undertake actions with an extremely high risk of incidental death; and on the other, lobotomies were frequently performed (and frequently had relatively better outcomes) in cases of affective disorders, obsessive-compulsive disorders, anxiety disorders, and a variety of other conditions of arguably broadly similar severity to BIID.
On the face of it, therefore, if the objection to surgery in the case of BIID is that it uses a surgical solution to address a psychiatric need, then the same objection ought to obtain in the case of the lobotomies that were endorsed for use in Catholic hospitals. And conversely: if lobotomies were at least on some occasions morally and medically justified, then so too should surgery for BIID be.
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This conclusion may seem counter-intuitive, or at the very least unexpected. Our instinctive, pre-reflective responses to each case may well differ quite considerably. On the one hand the instruction to the Catholic hospitals seems reasonable: at any rate if we regard 14 lobotomy techniques as problematic, we are likely to do so because of the variable levels of their success, or their side-effects, or the enforcement of medical power over patients which they
represented, but not on grounds of the principle that they are a surgical response to a psychiatric problem. By contrast, many people's initial response to surgery for BIID is questioning, if not downright hostile.
There are, I suggest two different reasons why the two situations intuitively may feel very different. The first is that they occupy places in two different cultural narratives. Lobotomies on the one hand, for all the ways they now seem repellent and violent, still represented an effort to find some form of alleviation of suffering for patients whose symptoms had resisted all previous efforts -it was intended as a more tolerable alternative to leaving those patients either wholly untreated and forgotten in asylums, or treated with only partial effectiveness with a variety of shock therapies and the like. Their therapeutic motivation seems evident. By contrast BIID lends itself to being represented as occupying a place in a cultural narrative about the growth of autonomy within bioethics, in which therapy is being gradually supplanted -or at least complemented -by consumerist attitudes towards medicine. As an example of this, one might consider Carl Elliott's inclusion of BIID in Better than Well, a book on the intersection of medicine and American aspirations for self-improvement, amidst chapters on cosmetic surgery, Prozac, performance-enhancing drugs, and other enhancement technologies. The demand for surgery for BIID could be presented as another site where the anxious pursuit of authenticity amongst modern Westerners takes the form of bodily enhancement and the subjugation of the body to the socially-mediated quest for competitive self-fulfilment.
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A second reason why lobotomy procedures and surgery for BIID might be thought different is that while lobotomies are surgery on the brain for psychiatric disorders, amputation of a limb is surgery on another part of the body. Of course both are surgical interventions to deal with problems which present psychiatrically, and both are radical and perhaps irreversible, but there is still some difference between neural surgery and the destruction of the function of a limb. Neurosurgery is at least surgery on the diseased organ, one might say, whereas there is no obviously diseased body part in the case of BIID. The problem, on this view, could be argued not to be psychiatry through surgery as such, but psychiatry through this surgery. To take this second claim first, it is surely at least as easy to argue that they are not so far apart in moral significance. Both kinds of surgery have significant adverse consequences, and it is not obvious that one is proportionately worse than the other relative to the seriousness of the conditions they are each addressing. The most one could concede to the point is that if a resolution of the psychological distress of BIID could be found by operating on the brain rather than amputating a limb, this would be medically indicated. But the detailed neurological knowledge needed for this is precisely what is not currently available; the question we are faced with now is how to act in our current, limited state of knowledge.
More importantly, we should observe that if BIID is the result of some specifically neurological malformation or anomaly, that is, some unambiguously physical cause, we cannot interpret surgery for BIID as simply refusing to accept the preferred status of the biological, or as a wilful disregard of the structures of the body in pursuit of cultural or psychological fantasies.
Rather it looks more like intervention in a body that is at war with itself, where one organ is in conflict with another, the head saying to the feet, 'I have no need of you' (1 Cor. 12.21). The body does not here point unequivocally to the goodness of creation, but has in its divided nature also become a sign of the fallen creation, a fall which may have originated in the disobedience of the will but which in the increased pains of childbirth is shown also to have bodily consequences.
In a case such as this, it is much less clear what the practice of healing, as a sign both of the restoration of the creation and the fulfilment of the kingdom, might look like. Of course it is
proper medical practice that all less radical alternatives should be pursued first -psychiatric, pharmaceutical, non-impairing. But in our current, limited state of knowledge, it is not evident that it must necessarily preclude the possibility of amputation in some occasional cases. As in the instruction to Catholic hospitals about lobotomy, the determining factor would be the welfare of the patient himself or herself, considered as a person; the totality which the mutilation would serve would be the whole person, body and soul.
Surgical interventions for identity disorders?
This might provide a limited justification for surgical therapy for BIID. But an anxiety All of these are real reasons for concern, and would have to be taken into account before any settled understanding of the phenomenon or final reckoning of the morality of elective amputation were reached. The historical trajectory to which a technological and autonomist culture seems irrevocably committed is one about which anyone concerned with humane values should entertain suspicion. Nevertheless the spacious panorama which the grand historical narrative opens up should not eclipse the views afforded by the petits récits. The lived realities of those people whose autobiographies have been marked by the intense desire to be rid of a healthy body part deserve to be considered in their own terms, rather than being assumed to play a mere bit part in a wider story, and a questionable one at that. They need not be interpreted as lending themselves, whether intentionally or inadvertently, to endless vistas of arbitrary bodily reinvention or florid fantasies about perpetual self-creation.
However if it is the case that such surgery need not be co-opted into a narrative of technological annihilation of the body, if it is possible to bear witness to the fundamental goodness of the body even as one entertains seriously the possibility of eliminating a healthy body part, then those considering such an action need to recognize certain constraints. Rejection of an expansionist philosophy of autonomy does suggest certain ways of performing desire.
Those who live with these desires would need to be open to the possibility of other ways of having their desires resolved than that of surgery. They would need to be willing to interrogate their desires, knowing that desires can be deceptive and that the literal fulfilment of desire might 18 not be identical with the true fulfilment of desire. They would need to refuse the fatalism of assuming that the only solution to the desire to have the limb amputated is to have the limb amputated. They would need to wary of tying themselves to a particular identity if that identification reified their predicament and made intelligible only one solution. Ifhypothetically -the option were available, they would need to be open to the possibility of losing the desire for surgery rather than losing part of their body.
Of course for many the option of losing the desire for surgery, however theoretically attractive it might be, remains consistently alien to their experience. They may have lived with their feelings for as long as they can remember, and may not know what it would be like to experience life without them. They may well know the emotional cost of failed efforts to distance themselves from their feelings and the seeming impossibility of doing so, and thence the attraction of seeking surgery. For them, if they were finally to request surgery, recognition of the integrity of the body would also evoke appropriate attitudes. They would not assume that amputation would be a genuine and final 'cure', rather than just a treatment of their symptoms which will likely bring other problems in train. They would not hope that a diagnosis and surgery would provide a final solution of all their life's concerns, but would merely provide the basis for a liveable way forward, a modicum of peace.
Body integrity and the body of Christ
I emphasize the element of choice in performing one's desires in order to avoid the danger of essentializing the experience, a danger which may intensify when the dominant available categorizations use the language of identity. Not all ways of responding to an experience are equal, and some may be genuinely less enclosed, less fatalistic, more self-aware, more liberating than others. Moreover, whether wittingly or not, some may reflect better than others the final truth of human identity as it is displayed in baptism into Christ. For baptism does not confirm us in our identities but is the crisis of all human identities; baptism reveals the reality of a human identity disorder of a depth inaccessible to any diagnostic manual or psychiatric assessment; it directs us to follow one who did not lay claim to his identity as something to be clung on to; and it promises us new life as the bearers of his identity and members together of a liberated and complete body.
Would surgery for BIID be justified? No doubt we are not yet in a position to reach a mature conclusion on this. The church would certainly not be free if it were not free to make the judgement, No. But equally, I submit, it would not be free if it were not free to make the 19 judgement, Yes. And this, not as a concession to pastoral 'necessity', nor out of a misplaced emphasis on compassion as the sole ground of discernment. Nor, as I have suggested, need it derive from giving any ground to an autonomy-centred philosophy. Rather it would be based on a serious, principled attention to the welfare of the patient, considered as a person, which is not the same as a descent into a gnosticizing, historicizing rejection of the goodness of the body.
There is a difference between an argument that we should allow surgery for BIID since we allow consumer demands over the body such as cosmetic surgery, and the recognition that we are here dealing with a genuine problem which may have no obvious organic cause and which is only accessible through people's self-description, but for which surgery under certain circumstances might be a remedy. And the person who made that judgement out of responsibility towards their own health need not do so as someone appealing to their secure and self-dependent status as an autonomous individual, but might also do so as someone called to be an integral part of the body of Christ. 
